-CT of the abdomen (A and B) coronal reformatted and (C and D) axial images show small bowel obstruction with dilated small bowel loops (asterisk) due to ileocolic intussusception (arrow in A and C) with infiltration of the mesenterial fat suggestive of ischemia (double arrowhead in A). A lead point could be identified (arrow in B). Also, multiple additional lipomas and diffuse submucosal fatty infiltration were seen throughout the terminal ileum (arrowheads).
since neuronal bundles were observed in the lipomas of their series (7), although this was not the case in our patient. There seems to be no gender predilection. Less than 50% of the reported cases were symptomatic with symptoms attributed to obstruction, intussusception, volvulus or (occult) bleeding (8, 9) . When encountered incidentally, no treatment is necessary (3, 10) . This rare clinical entity is not well reported in the international literature (11) (12) (13) , compared to intussusception due to an isolated lipoma. Imaging modality of choice is CT since density measurements can confirm the lipomatous nature of the luminal masses. CT is also capable of differentiating lipoma from liposarcoma when evaluating the homogeneity of the fatty content and absence of increased density (3). In some caseshowever -loss of fat density of lipomas may mimic malignancy (14) .
The differential diagnosis of multiple intestinal lipomas includes intestinal manifestations of Proteus syndrome, neurofibromatosis, lymphoma, mesenteric masses or metastases (3). Proteus syndrome is caused by a germline mutation of the tumor suppressor gene PTEN, and is characterized by vascular malformations, lipomas, hyperpigmentation and cutaneous nevi (15) . Some specific histopathological features of the fatty masses discriminate these lesions from the lipomas encountered in intestinal lipomatosis (5) . Neurofibromatosis, lymphoma and metastases often comprise other more specific clinical features that help in the differential diagnosis.
Conclusion
Intestinal lipomatosis is a rare clinicopathological condition in which multiple lipomas are seen in the bowel wall. This condition is often detected as a consequence of mechanical complications, such as obstruction, intussusception or volvulus, but can also be discovered incidentally. CT is the imaging modality of choice to depict the complications and may contribute to the differential diagnosis since density measurements of the masses can demonstrate their lipomatous origin. cells may extend to the serosal layer or mesenteric fatty tissue (3). The ileum is the most common site involved.
Intestinal lipomatosis was first described in 1906 by Hellström (4) . The diagnostic criteria used nowadays are not clearly defined and range from a minimum of 4 to more than 100 lipomas (5) . The etiology has not yet been elucidated. Some patients with intestinal lipomatosis have a family history, incriminating an inherited tendency. Association with hypercholesterolemia (1) or with macro dactylia fibrolipomatosis (6) has also been suggested. According to Climie et al, intestinal lipomatosis might be of hamartomatous origin approximately 25% of the cases, only preceded by leiomyomas (1). Typical manifestations of lipomas on CT are symmetric, sharply delineated masses with a density ranging from -80 to -120 Hounsfield units compatible with fatty tissue. Solitary lipomas need to be differentiated from lipomatosis of the ileocaecal valve and intestinal lipomatosis. Lipo matosis of the ileocaecal valve involves a symmetrical fatty enlargement and is a very common finding (2) . The term intestinal lipomatosis is currently used to describe diffuse infiltration and overgrowth of well differentiated fatty tissue in the submucosal layer. On histopatholo gical examination, proliferation of adipose 
